settings, gas exchange, and treatments were collected and compared between survivors and non-survivors. The risk factor for mortality was assessed using a logistic regression analysis.
of PaO 2 /FiO 2 between non-survivors (102.1 AE 52.5) and survivors (120.0 AE 66.7) on Day 1 was not significant (P = 0.079); however, PaO 2 / FiO 2 on Day 3 was improved both on and Survivors (183.9 AE 98.9) with the significant difference (P = 0.002). A multivariate logistic regression analysis resulted that PaO2/FiO 2 [odds ratio (OR), 1.010; 95% confidence interval (CI), 1.003-1.017] and length of pre-hospitalization before admission (OR, 1.122; 95%CI, 1.042-1.210) were independent risk factors for hospital mortality.
Conclusion:
The present study revealed that hospitalized patients with ARDS were admitted to the central hospital with severe respiratory conditions. In the central hospital, if pathophysiological conditions does not improve (PaO2/FiO2 on Day 3 is 150 or less), the clinical outcome would getting worth. In the treatment of ARDS in Vietnam, the early transfer to the central hospital that can get the early diagnosis and the early initiation of appropriate treatments would contribute to the better outcome. and result high mortality and morbidity for the post-lung transplantation patient. The acalculous cholecystitis is a severe complication that may happen after major medical or surgical conditions. The relationship between lung transplantation and acalculous cholecystitis had not been well studies.
Methods:
We report a 60-year-old male who had diagnosed with idiopathic pulmonary fibrosis 11 years ago and received bilateral lung transplantation in 2017.
Results: The extracorporeal membrane oxygenation (ECMO) was placed during the operation for severe cardiopulmonary failure, and it was removed 3 days later. The extubation was done 7 days post-operation. The pulmonary rehabilitation was arranged after then, and the patient's condition was stable that the discharge plan was made. However, he suffered from the symptoms of mild right upper quadrate abdominal pain at first, and the plain film showed only distended bowel at that time. The shock status was developed on postoperative day 43. CT scan showed massive ascites with enlarged gallbladder. Emergent laparotomy revealed gangrenous change of gallbladder with rupture, and the cholecystectomy was performed. No positive culture data was got during this period except a positive bronchoalveolar lavage cytomegalovirus shell vial culture 60 days post-transplantation. However, due to profound shock status even under high dose of inotropic agent usage, the patient was dead on the postoperative day 71.
Conclusion: Acalculous cholecystitis is a serious complication in post-lung transplantation patient with occult symptoms and signs. Only one case report mentioned about acalculous cholecystitis in lung transplant patient previous, and the cytomegalovirus induced cholecystitis was diagnosed. For this group of patients, aggressive and early detection and intervention is necessary. Background and Aims: Prone positioning is likely to reduce mortality among patients with severe acute respiratory distress syndrome when applied for at least 12 h daily. We aim to evaluate whether the high resolution computed tomographic (HRCT) appearance has predictive value for prone positioning response and its role in prone positioning patients selection Methods: This observational study was conducted in a medical center in northern Taiwan from October 2014 to June 2016. We evaluated patients with moderate to severe acute respiratory distress syndrome who received invasive mechanical ventilation and prone-positioning sessions of at least 12 h. Each lung was divided into three parts (apex, hilar and basal lung) and each part was divided into three zones (ventral, middle and dorsal part). Each zone was rated on a six-point scale of 0-5 for the extent of consolidation, ground glass opacity, bronchiectasis or pleural effusion.
Results: Among 43 analyzed patients, 26 (60%) patients was prone responsive and 17 (40%) patients was prone non-responsive. Prone response rate (56% vs 66.7%, P = 0.492) did not significantly differ between bacterial infection associated acute respiratory distress syndrome group (n = 25, 58.2%) and non-bacterial group (n = 18, 41.8%). Within bacterial pneumonia group, the consolidation score difference between dorsal and ventral zone at basal lung was higher in prone responder than non-responder (4.5 vs 2.2, P = 0.068; AUC of ROC curve = 71.75%, P = 0.014). If the basal lung had >3 points of consolidation score than ventral zone, the Sensitivity/Specificity/PPV/NPV for predicting prone responder were 71.4%/72.7%/76.9%/66.6%, respectively. Neither combining the other two parts lung score nor using the other three pattern extent can provide extra predictive power.
Conclusion:
The results indicate that consolidation extent difference >3 points between dorsal and ventral part in basal lung field is potentially helpful in predicting prone response in patients with bacterial pneumonia associated acute respiratory distress syndrome. 
